Abstract Integration of empirically supported prevention programs into existing community services is a critical step toward effecting sustainable change for the highest-risk members in a community. We examined if the Family Check-Upknown to reduce disruptive behavior problems in young children-can provide a bridge to the use of community treatment services among high-risk indigent families. The study's 731 income-eligible families with a 2-year-old child were screened and randomized to the Family Check-Up (FCU) intervention or a control condition. Families were provided yearly FCUs from age 2 through age 5. Regression analyses on families' service use at child age 7.5 revealed increased service use, compared with that of the control group. Child disruptive behavior and socioeconomic status moderated the effect of the intervention on service use. Families who reported higher levels of disruptive child behavior and lower socioeconomic status showed more service use, suggesting the intervention increased service use among the highest-risk families. Greater use of community services did not mediate the effect of the FCU on reduced oppositional-defiant child behavior. Implications of these findings for the design and ecology of community treatment services in the context of evidencebased practices are discussed.
To reduce the prevalence of child and adolescent mental health and substance use problems in communities, it is critical to effectively reach and engage those most in need of support (Biglan et al., 1990) . High-risk families with few economic resources are typically less apt to engage in child mental health services and prevention programs (e.g., Prinz & Miller, 1991; Zwirs et al., 2006) . Aside from the cost of engaging in interventions, socioeconomically disadvantaged families with children showing problem behavior may avoid community treatment agencies because of prior disappointing experiences, stigmatization, language and cultural barriers, and time limitations (Scheppers et al., 2006; Tolan & McKay, 1996) . Fortunately, empirically supported family intervention programs have become increasingly successful in engaging families within an epidemiologically defined community (e.g., Webster-Stratton, 1998) . For some families, however, it may be unrealistic to assume that involvement in a single intervention program will sustain long-term improvements in outcomes, because of structural vulnerabilities in the families and the contexts families live in. In families with lower socioeconomic status (SES), short-term gains of parenting interventions tend to be maintained less well (Leijten et al., 2013) . Therefore, an important next step for empirically supported family interventions is to consider how the intervention program fits within the ecology of available community treatment services. Addressing this issue of person-treatment fit would help overcome the science-toservice gap in evidence-based practice (Herschell et al., 2004; Whittaker et al., 2006) .
The Family Check-Up (FCU) is an empirically supported intervention that may bridge this gap. This brief intervention is designed to support caregivers' appraisal of existing strengths and challenges in their family management practices and to motivate families to engage in appropriate treatment services related to parenting (Dishion & Stormshak, 2007) . The FCU has repeatedly been shown to decrease youth problem behavior during multiple developmental periods, such as adolescence and early childhood, including oppositional behavior in young children Shaw et al., 2006) . In this study, we built on this work by examining the extent to which participation in the FCU effectively engaged high-risk indigent families with services in their community when FCU services became unavailable between child ages 6 and 7.5. We expected that the FCU motivates families to use more services once the FCU becomes unavailable, because families receiving the FCU gain increased insight into their family difficulties and may model the active advocacy demonstrated by the FCU therapists in obtaining services for these difficulties. In addition, we specifically examined the extent to which the FCU motivated the highest-risk families to use services that were appropriate to their assessed needs.
Service Use in High-Risk Families
Although high-risk families may need the assistance of social services more often, their engagement in these services is typically lower (Bussing et al., 2003) . Key principles that support families' engagement are brevity, embedding services in service contexts such as schools or other agencies (Hoagwood & Koretz, 1996; Szapocznik & Kurtines, 1989) , providing services in the family's native language (Castro et al., 2004; Kumpfer et al., 2002) , and using a collaborative approach (Miller & Rollnick, 2002) . Empirically supported family programs, such as Head Start in the United States and Sure Start in the United Kingdom, can have positive side effects on families' use of services outside the program, such as immunization (Love et al., 2005; Melhuish et al., 2008) . These spillover effects might contribute to the cost effectiveness of family interventions if they improve children's physical and mental health (Scott et al., 2001 ).
The Family Check-Up as a Bridge to Service Use
The FCU was developed to overcome barriers to seeking family support, such as fear of stigmatization, language and cultural barriers, and limited time and finances (Dishion & Stormshak, 2009 ). In two randomized trials with community samples, 25 to 50 % of the caregivers of middle school students who were not seeking services, engaged in the FCU . In two randomized studies of ethnically diverse, income-eligible families with toddlers enrolled in a national food supplement program, 75 to 92 % of the families randomized to the FCU engaged when the child was age 2 years Shaw et al., 2006) . In the most recent and larger cohort of boys and girls from three distinct communities (i.e., rural, suburban, and urban), when followed from age 2 through 5 years, 50 % of the families randomized to the FCU engaged in the intervention at child ages 2, 3, and 4 .
The FCU model involves two phases. The first is a threesession intervention involving an initial interview, a family assessment, and a feedback session (Dishion & Stormshak, 2007) . In the feedback session, caregivers are engaged in a motivational interviewing process during which assessment results are shared, including a focus on both strengths and difficulties, and motivation to change and to receive additional services is discussed. The second phase, which is grounded in the Everyday Parenting curriculum , involves support for specific family management practices, including positive behavior support, limit setting, monitoring, and relationship building. Families and therapists decide together which elements of the curriculum will be emphasized, depending on identified family strengths and challenges. Overall, the goal of the FCU is to identify strengths and challenges, enhance parents' motivation for change, and specifically tailor parent training to meet the individualized needs of the child and family.
The FCU directly addresses several of the barriers to service use that high-risk families may experience. The first of these barriers is caregivers' experience of criticism and judgment from mental health professionals when engaging with services (Owens et al., 2002; Starr et al., 2002) . The FCU's collaborative approach, motivational interviewing techniques, explicit identification of client strengths, and attention to the individual client's needs (Miller & Rollnick, 2002; Smith et al., 2014) all work together to establish a strong therapist-client relationship. The FCU's assessment approach, during which families receive feedback about their family management skills, is known to contribute to clients' positive thoughts and feelings about the therapist-client relationship (Ackerman et al., 2000; Hilsenroth et al., 2004) . A positive therapist-client relationship is a known strong predictor of engagement and successful outcomes of new services, and for effecting enduring change (Forgatch et al., 2005; Kerkorian et al., 2006; Lambert & Barley, 2001 ). Second, the FCU's flexible and adaptive approach facilitates the therapist's ability to adapt services to the caregiver's culture (ethnicity and SES; Boyd-Ball & Dishion, 2006; Stormshak et al., 2011) . Third, the FCU uses home visiting to reduce barriers to engagement for disadvantaged families (Szapocznik & Kurtines, 1989) .
Service Use for Those Who Most Need It
Families targeted by the Family Check-Up are a community sample of high-risk indigent families. As such, the service needs of a percentage of the families far exceed those that the Family Check-Up can address within the context of this study. Examples include severe mental health difficulties of caregivers, siblings or close relatives living in the home (e.g., schizophrenia, incapacitating depression, substance abuse, domestic violence, criminal offending, and post-traumatic stress disorder). From an ecological perspective, we are aware that such 'disruptors' affect caregivers parenting practices, which in turn, influence children's social and emotional development (Bradley & Corwyn, 2002; Bronfenbrenner, 1986) . Thus, engagement in community treatment services would be a hopeful remedy to some family disruption.
Because of its specific emphasis on increasing families' awareness of their strengths and difficulties and possible need for help, the FCU may be especially effective for connecting high-needs families with a wide array of services in the community. Three primary risk factors for unfavorable child outcomes in early childhood are disruptive child behavior (Tremblay et al., 1992) , maternal depression (Cummings & Davies 1994; Gross et al., 2009; Kim-Cohen et al., 2005) , and low SES (Bradley et al., 2001; Eamon, 2001) . Increased services use among families with high levels of these risk factors would be especially relevant, both in terms of improving the lives of families that need services the most and in terms of cost effectiveness of community treatment services. In this study, we not only examined the extent to which the FCU leads to more engagement in services, but also the extent to which the FCU specifically increases the engagement of families with the highest levels of child disruptive behavior, maternal depression, and/or socioeconomic risk in these services.
To identify the most efficient use of the FCU intervention, we examined possible dose-response effects of the FCU. Each year, families in the intervention condition decide whether or not they will participate in the feedback session. Dose-response effects are repeatedly shown in family interventions (Wilson & Lipsey, 2001) , and effects of the FCU on families' engagement in other services may be stronger if families participate more frequently in the FCU. In other words, the effect of the FCU on families' engagement in services may depend on the FCU "dosage" that families receive.
Service Use as a Mechanism of FCU Effectiveness
If the FCU increases families' engagement in community services, then this increased use may in turn lead to more favorable child outcomes. As noted earlier, the FCU, implemented beginning at child age 2, has been established as an intervention for reliably reducing child oppositional and aggressive behavior and parental depression; these effects have been shown through early childhood and through the early school-age period, according to both parent and teacher reports Gardner et al., 2009; Shaw et al., 2009 ). We examined if families' use of community services as a result of the FCU intervention mediates the effect of the FCU on reduced oppositional-defiant child behavior.
This Study
We sought to determine if the FCU is effective for engaging families in community treatment services. First, we hypothesized that families randomly assigned to the FCU would use more community services than would families in the control condition. Second, because the FCU may help parents identify their own and their child's problematic behaviors, we hypothesized that maternal depression and disruptive child behavior would moderate the effects of the FCU on service use. Third, because the FCU targets many of the barriers to service engagement experienced by disadvantaged families, we hypothesized that family socioeconomic status would moderate the effects of the FCU on service use. Fourth, we examined the possibility of a dose-response effect in which more frequent participation in the FCU would lead to stronger effects of the FCU on service use. Finally, we examined whether increased engagement in community services as a result of the FCU mediates improvements in children's oppositional-defiant behavior from early childhood to early middle childhood.
Method

Participants
Participants were 731 families with a 2-year-old. Children (49 % female) had a mean age of 29.9 months (SD=3.2) at the time of the age 2 assessments. Of the 731 families, 272 (37 %) were recruited in Pittsburgh, 271 (37 %) in Eugene, and 188 (26 %) in Charlottesville. Across sites, 50.1 % of the children were European American, 27.9 % were African American, 13.4 % were Hispanic American, 13.0 % were biracial, and 8.9 % represented other ethnicities (e.g., American Indian or Native Hawaiian). More than two thirds of the enrolled families had an annual family income of less than $20,000 during the 2002-2003 screening period. Fortyone percent of the mothers had a high school diploma or GED equivalence, and an additional 32 % had 1 to 2 years post-high school education.
Recruitment
Families were contacted at Women, Infants, and Children Nutritional Food Supplement (WIC) sites in Pittsburgh, Pennsylvania; Eugene, Oregon; and Charlottesville, Virginia. Families with a 2-year-old child were asked to fill out a brief screening questionnaire to measure eligibility for an intervention program. Families were invited to participate if they scored at or above 1 standard deviation above the normative average scores on the screening measures of at least two out of three domains: (a) child behavior (conduct problems, highconflict relationship with adults), (b) family problems (maternal depression or substance-use problems, daily parenting challenges, teen parent status), and/or (c) low socioeconomic status (low education achievement, low family income). In total, 1,666 families were screened. Of the 879 families that were qualified, 731 (83 %) participated in this study .
Procedure
Primary caregivers were visited yearly at home at child ages 2 to 5 years and again at age 7.5. Families in the FCU condition and the control condition received the same assessment visits, which involved questionnaires and structured interaction activities that were videotaped and later coded. After the assessment visit, only families in the FCU condition were offered a get-to-know-you (GTKY) session and a feedback session. The GTKY typically occurs prior to the assessment in clinical practice of the FCU, but was offered after the assessment in this research study so control and intervention families' first contact was the same. The GTKY allows therapists to establish rapport with families and find out what issues are important to them. Therapists use this information in conjunction with data obtained from the formal assessment, which includes questionnaires and observed play activities, to provide feedback to families at the feedback session. At child age 2, 80 % of the families participated in the feedback session. Participation decreased over time, with 55 % participating in the feedback session at child age 5.
The feedback session of the FCU was offered to all families in the intervention condition at child ages 2, 3, 4, and 5 years. At age 6, families were notified that intervention services would not be available because of lack of funding for the study. At age 7.5, families' engagement in services between child age 6 and 7.5 was assessed. Families received payment for participating in the 2-to 3-h-long assessments (i.e., $100 at age 2 and as much as $180 at age 7.5) and a $25 gift certificate for participating in the feedback session. Data were collected between 2003 and 2010. Parental written consent was obtained for all participants. Institutional review board approval was received.
Instruments
Service Use Primary caregivers reported their families' use of formal and informal helping services. Formal services included mental health counseling, substance abuse treatment, help from doctors or nurses, and agency help specifically for their children. Informal services included community support agencies, help from religious groups, and assistance from other parents or relatives. Primary caregivers responded with "yes" (coded as 1) or "no" (coded as 0) to report if their family had engaged in this form of service between child age 6 and 7.5. Responses were then summed separately into scores for formal and informal services use and together for total service use.
Disruptive Child Behavior. The intensity score of the Eyberg Child Behavior Inventory (ECBI; Robinson et al., 1980) was used to measure the child's initial level of disruptive behavior at age 2, including symptoms of oppositional and aggressive behavior. Primary caregivers reported the extent of child disruptive problem behavior on a scale ranging from 1 (never) to 7 (always). The ECBI has been highly correlated with independent observations of children's behavior, differentiates clinic-referred and nonclinic populations (Robinson et al., 1980) , and shows high test-retest reliability (0.86) and internal consistency (0.98; Webster-Stratton, 1985) . Internal consistency of the ECBI was α=.86.
Child Oppositional-defiant Behavior. A measure of child oppositional-defiant and defiant behavior was created from the Child Behavior Checklist for ages 1.5-5 and ages 6-18 to measure parent-reported oppositional-defiant behavior at age 7.5 (CBCL; Achenbach & Rescorla, 2001) . As was accomplished in earlier reports from this study , we computed a mean factor score for oppositional-defiant child behavior that mapped onto DSM-IV criteria for oppositional-defiant disorder and DSM-IV items about aggression relevant to conduct disorder and that was developmentally meaningful across the study's age range (2 to 7.5 years). The oppositional-defiant items in this score include the following: is cruel to animals, destroys own things, destroys others' things, gets into many fights, physically attacks people, is defiant, is disobedient, and has temper tantrums. Internal consistency of the CBCL was α=.78.
Child Oppositional-defiant Behavior at School. The DSMoriented Oppositional Defiant Problems scale from the Teacher Report Form (TRF; Achenbach & Rescorla, 2001 ) was used to measure teacher-reported oppositional behavior at age 7.5. Internal consistency of the TRF was α=.90.
Maternal Depressive Symptoms. The Center for Epidemiological Studies on Depression Scale (CES-D; Radloff, 1977) was used as a measure of maternal depression at child age 2. The CES-D is a well-established, 20-item measure of depressive symptomology. Participants reported how frequently they had experienced listed depressive symptoms during the past week by using a scale ranging from 0 (less than 1 day) to 3 (5-7 days). Internal consistency of the CES-D was α=.74.
Socioeconomic Status. A demographics questionnaire was administered to the primary caregivers that included questions about parental education, ranging from 1 (no formal schooling) to 9 (graduate degree); annual income, ranging from 1 (<$5.000) to 13 (>$90,000); financial aid, in which 0= no, 1=yes, reversed; overcrowding in the house, in which 0= no, 1=yes, reversed; and housing, in which 1=live with a relative, 4=own your own home. SES was computed as a composite measure of the standardized scores of these five demographics. We used SES measured at both age 2 and age 7.5, because meaningful changes in families' levels of SES were expected, for two principal reasons: a substantial number of teen mothers in the sample (23 %) were expected to finish their education and subsequently increase their SES from child age 2 to 7.5, and the economic recession that took place in the United States starting in 2008 may have substantially affected families' levels of SES during that age span.
Analytic Strategy
Our analyses consisted of five steps that match the five hypotheses. First, we used regression analysis to test if families in the FCU condition compared with the control condition predicted greater service use. Second, we used hierarchical regression analyses to test if early disruptive child behavior and maternal depression moderated the effect of the FCU on service use. Third, we used hierarchical regression analyses to test if SES moderated the effect of the FCU on service use. Fourth, to test dose-response effects, we used regression analysis in the intervention condition to test if the number of times families participate in the FCU predicted service use. Finally, we used regression analyses to test if increased service use predicts reduced child oppositional-defiant behavior and is a mediator of the effect of the FCU on reduced child oppositional-defiant behavior.
Results
Preliminary Analyses
Caregivers reported that on average, they had engaged in one or two different forms of community services (M=1.52, SD= 1.26) in the year that the FCU was not offered (between child age 6 and 7.5). Seventy-five percent of the families across conditions had engaged in at least one form of community service. Services that families used most were agencies serving children (35 % of the families), assistance from other parents or relatives (34 %), and mental health or counseling services (31 %). Family SES at age 2 and at age 7.5 was modestly correlated (r=.13, ns), indicating low stability of family SES over time, regardless of treatment condition. More specifically, 18 % of the families increased at least 1 standard deviation in their SES between child age 2 and 7.5, and 13 % of the families decreased at least 1 standard deviation in their SES between age 2 to 7.5. Change in family SES was not affected by intervention status (β=.04, ns).
The FCU feedback session was offered yearly to families in the intervention condition between child age 2 and 5, resulting in four opportunities to participate. On average, intervention families participated three to four times (M=3.55, SD=2.03). Participation was related to families' SES, such that families with lower SES participated more often (r=−.41). SES was therefore included as a covariate in analysis of the doseresponse effect. Families' service use was not related to children's gender, age, ethnicity, or project site (ps>.11; see Table 1 ).
Primary Analyses
Consistent with the hypothesis, the FCU resulted in greater service use in the year the FCU was not offered (β=.11, p<.05, d=.21). Random assignment to the FCU was positively linked to more often seeking mental health counseling in the community (β=.09, p<.05, d=.18) or chemical dependency treatment (β=.11, p<.05, d=.22) and seeking assistance from religious groups (β=.10, p<.05, d=.19) or from community support agencies (β=.08, p<.05, d=.17).
The second step was to examine family characteristics that moderate the covariation observed between random assignment to the FCU and caregivers seeking community treatment services. Disruptive child behavior moderated the effect of the FCU on families' service use. The effect of the FCU on service use was strongest in families with more-disruptive children, as shown by the significant condition ×disruptive behavior interaction effect (β=.43, p<.05, d=.33). Whereas in the control condition families with higher levels of disruptive child behavior engaged in services at comparable rates to families with lower levels of disruptive child behavior, in the FCU condition families with higher levels of disruptive child behavior engaged in services more often than did families with lower levels of disruptive behavior (Fig. 1) . The Johnson-Neyman regions of significance approach (cf. Hayes & Matthes, 2009) showed that the effect of the FCU on families' service use became significant when children scored 120 or higher on the ECBI, which reflects a score of approximately 0.5 standard deviation above the population norm (Burns & Patterson, 2001 ) and 57 % of this study's sample. In contrast to disruptive child behavior, maternal depression was unrelated to families seeking treatment in the context of the FCU (β=.03, ns).
Third, Families' SES at age 7.5 moderated the magnitude of the association between FCU group status and services use, but only for the use of formal services. The effect of the FCU on formal service use was strongest in families with lowest SES, as shown by the significant condition×SES at age 7.5 interaction effect (β=−1.88, p<.05, d=.25). In the control condition, families with the lowest SES engaged less often in services than did families with somewhat higher SES. The FCU diminished this engagement gap, resulting in equal engagement in services for families with low and moderate SES. This effect was unique to families' SES at age 7.5, which reflects families' SES in the year of the assessed services. Family SES at age 2, which reflects families' SES before the start of the intervention, was not related to the effect of the FCU on families' service use in the year of the assessed services.
Fourth, there was a dose-response effect in the intervention condition. Families who participated more often in yearly FCU feedback sessions engaged more often in services during the intervention hiatus (β=.13, p<.05, d=.27). This effect was mainly attributable to the finding that families obtaining more feedback sessions used more formal services (β=.15, p<.05, d=.30) than informal services (β=.05, ns, d=.10).
Finally, increased engagement in services as a result of the FCU did not mediate effectiveness of the FCU on reduced oppositional-defiant child behavior. Increased service use was unrelated to oppositional-defiant behavior as rated by teachers (β=.05, ns, d=.13) and related to more (rather than less) oppositional-defiant behavior as rated by caregivers (β=.15, p<.05, d=.30). In other words, caregivers who used more community services between child age 6 and 7.5 reported more oppositional-defiant behavior in their children at age 7.5 than did caregivers who used less community services after participating in the FCU.
Discussion
We examined whether the empirically supported FCU intervention can provide a bridge to the use of community treatment services among high-risk indigent families. Our results confirm that the FCU enhances families' service use; families in the FCU condition used more community services than did families in the control condition. In particular, they engaged more often in mental health counseling, chemical dependency treatment, assistance from religious groups, and community support agencies. This effect may be explained by the specific Fig. 1 The FCU motivates families with high levels of disruptive child behavior to use more community-based service emphasis of the FCU on increasing family awareness of strengths and difficulties in family management and possible need for help (Dishion & Stormshak, 2007) . The FCU seems to contribute to families' motivation to search in their own community for the help they need.
We found evidence that the FCU led to more service use especially for those families most in need of assistance. Families with children who had higher initial levels of disruptive behavior and those with the lowest SES showed the greatest use of community services as a result of engagement in the FCU. The finding that families with highly disruptive children engaged in more service use after the FCU is in line with findings that families with more disruptive child behavior engage more in the FCU (Connell et al., 2007) , and with both theory and empirical findings that perception about family challenges is an important precursor of help-seeking behavior (e.g., Goldberg & Huxley, 1980; Sayal, 2006; Teagle, 2002) . The finding that families with the lowest SES engaged in community services more often after the FCU, relative to those in the control group, supports the notion that the FCU addresses several of the barriers that may prevent low-SES families from seeking help. The FCU addresses caregivers' experience of criticism and judgment from mental health professionals in that it fosters strong and collaborative therapist-client relationships and emphasizes adaptation of services to caregivers' culture (Miller & Rollnick, 2002; Smith et al., 2014) .
Among study findings was a dose-response effect: families that engaged more often in the FCU showed greater engagement in community services during the year the FCU was not offered. Existing literature about dose-response effects is inconsistent. Although many studies on family interventions do not show dose-response effects (e.g., Nix et al., 2009) , others suggest that dosage of treatment might play a role in the effectiveness of interventions (e.g., Baydar et al., 2003; Wilson & Lipsey, 2001) . The FCU differs from many other intervention programs with respect to its time frame. The FCU is relatively brief and repeated yearly, whereas most family interventions consist of multiple meetings that are typically offered weekly or biweekly (e.g., Sanders, 1999; WebsterStratton, 2001 ). It may be that dose-response effects become more salient in this brief but annual framework, much like models for pediatric check-up visits or preventive dental exams. Granted, we cannot rule out the possibility that the dose-response effect in our study reflects caregivers' general tendency to engage in help and was not uniquely caused by engagement in the FCU. However, additional analyses in which we controlled for parents' engagement in community services during the first years of the FCU showed that initial levels of community service use did not affect the doseresponse effect of the FCU on families' engagement in community services in the year the FCU was not offered. The dose-response effect therefore suggests that yearly repeated FCUs help optimize change in families' engagement in community services.
Increased use of community services did not mediate the effects of the FCU on oppositional-defiant child behavior as rated by caregivers and teachers at age 7.5. In fact, engagement in community services was related to more (rather than less) oppositional-defiant child behavior in the following year, as reported by caregivers. The absence of a direct link between engagement in community services and better child adjustment is not all that surprising. It is well established that direct treatment effects on child behavior for regular communitybased services for children and families are negligible (Weiss et al., 1999) . Many factors limit the effectiveness of community-based services, which are likely to be compromised by limited use of empirically based practices and poor resources available for implementing interventions with fidelity. Thus, engaging families and establishing empirically supported family intervention programs is only half the battle; there is a need to design community-based mental health delivery systems that are empirically based, efficient, and implemented with fidelity. The brief and feasible FCU intervention shows that mental health services do not need to be expensive to be effective. In contrast, much of what is currently done in community treatment service may be more expensive, less effective, and can have in some cases even iatrogenic effects (e.g., Dodge et al., 2006) .
The finding that randomization to the FCU mobilizes caregivers' efforts to change and seek services builds on studies of the Drinker's Check-Up. For example, randomization to the Drinker's Check-Up was related to long-term changes in problem drinking, and those in the experimental condition often sought other types of addiction treatment services (Miller & Sovereign, 1989) . If one assumes a self-regulatory perspective on behavior change, providing caregivers with respectful and helpful feedback about their child's behavior and their family management prompts an individualized behavior change process that will likely involve use of resources available within the ecology of each family. It is particularly interesting that the hiatus in the delivery of FCU intervention services was the time when intervention families showed an increased level of service use, compared with that of controls. A certain wisdom is suggested on the part of caregivers, in that they shopped for services that fit their perceived needs when help from the FCU was not available. More generally, the brief FCU may increase the reach of other evidence-based programs (e.g., empirically supported treatment programs for parental mental health problems or child aggression) by supporting high-risk families to engage in treatment services.
This is not the first study that suggests that those families most in need are those that engage the most in the FCU and also benefit. In a study involving middle school youths, Connell and colleagues (Connell et al., 2007) found that the highest-risk families and youths were the most likely to engage in the school-based FCU, and correspondingly, the most likely to benefit in terms of long-term outcomes. In an earlier report about the current sample, we found that caregivers reporting high levels of disruptive behavior in their 2-yearold children were most likely to benefit from randomization to the FCU . The often neglected corollary of this finding is that low-risk families often opt out of the FCU, and their children continue to show long-term positive adjustment outcomes. These patterns of self-selection suggest that caregivers' appraisal of their family's needs, coupled with the availability of nonpejorative, initially brief, and highquality services, is critical when considering the prevention strategies that have high levels of reach and that potentially reduce the public health prevalence of mental health problems in children and families.
The results of our study should be interpreted in the context of its limitations. We used the naturally occurring hiatus in availability of the FCU to study its effect on families' service use. We cannot test whether this hiatus caused families in the FCU to engage more in community services or if the same pattern of services use would appear if the FCU had been offered yearly without a hiatus. Also, because we lack information about exactly which specific programs or treatment families received in their community-and the extent to which they are empirically supported-we were unable to test the effect of the use of community services on various child outcomes, including oppositional behavior. Finally, the finding that increased use of community services did not have beneficial effects on disruptive child behavior does not exclude the possibility that community services might play an important role in mobilizing families' efforts to seek help. Also, community services may decrease risk factors such as parental depression and parenting stress. Thus, although in our study community services were not associated with positive change in child behavior, they may still be important for encouraging families to engage in treatment. This issue reiterates the importance of having community-based mental health delivery systems that are empirically based, efficient, and implemented with fidelity.
Ours is among the first randomized studies of an empirically developed family intervention that examined the impact of an intervention on caregivers' use of services within the ecology of the community. Our results indicate that the brief, family-based FCU intervention is effective for motivating families to engage in treatment services, especially those families with the highest needs for help, but we did not find evidence that engagement in services in turn leads to more favorable child outcomes. Future research is needed to examine which community services might be effective and which services might be ineffective or even iatrogenic. This strategy is critical to ensure that if we are to bridge the chasm between empirically supported prevention and community-based treatment, the community services families receive add to, rather than diminish, the potential for positive change.
